any deterioration in the patient's condition in the early post partum period. Exacerbations of myasthenia gravis occur in one-third of patients within three weeks of delivery.
Transient neonatal myasthenia occurs in 21070 of babies born to myasthenic mothers, and is due to the transplacental passage of acetylcholine receptor antibodies. s Symptoms may not be present at birth, but appear within the first 48 hours of life. Rapid improvement in muscle weakness follows the use of anticholinesterases, and therapy can be reduced as the baby's strength improves over subsequent weeks. Anticholinesterase therapy is generally needed for about three weeks. 6 
Case History
An 85-year-old man presented for urgent cholecystectomy. There was no history of angina or myocardial infarction. He was a nonsmoker, did not have chronic obstructive airways disease and suffered dyspnoea only if he climbed stairs. His medications had been digoxin 0.125 mg twice a day, nitrazepam 5 mg at night and sulindac tablets for arthritis. There was no evidence of congestive cardiac failure. occasional rales at the bases. His ECG was normal and chest X-ray report stated "lung markings are increased in each lower zone and some infection could be present. The heart is difficult to assess due to rotation of the patient". Serum electrolytes were normal. The patient had been fasting and receiving intravenous fluids for two days. After preoxygenation, anaesthesia was commenced with thiopentone 3 mg/kg, suxamethonium 1 mg/kg and fentanyl 1.5 J.lg/kg, employing Sellick's manoeuvre until after intubation with a 9.0 mm I.D. Magill cuffed endotracheal tube. Muscle relaxation was maintained with alcuronium 0.15 mg/kg and pancuronium 0.06 mg/kg (initial dosage) with a supplement of alcuronium 2.5 mg.
Anaesthesia was continued with 66070 nitrous oxide in oxygen.
At laryngoscopy no gastric content was seen in the laryngo-pharyngeal space. A doublelumen Salem sump 16FG nasogastric tube was introduced after intubation and its position in the fundus of the stomach confirmed by the surgeon at laparotomy.
The procedure, cholecystectomy and operative cholangiogram, was complicated by the presence of a stone firmly lodged at the end of the common bile duct in the region of the ampulla of Vater. A fibre-optic choledochoscope was passed through a choledochotomy of 2 cm made below the entry of the cystic duct which allowed the passage of the instrument down and up the common bile duct and into the hepatic tree. The stone was seen and eventually removed after 45 minutes during which 2.5 litres of normal saline was flushed into the common bile duct via the choledochoscope in an attempt to aid dislodgement.
Some of this saline was suctioned from the region of the choledochotomy and some was suctioned via the nasogastric tube. Despite this some fluid was seen in the pharynx about 20 minutes after commencing the choledochoscopy. This was removed with a Yankauer sucker and the nasogastric tube repositioned by the surgeon to end at the antrum and continuous suction applied.
Ninety minutes after removal of the choledochoscope, surgery was completed. The nasogastric tube was suctioned till no further fluid appeared, and the retropharyngeal space aspirated with a Yankauer sucker. After administration of neostigmine 0.05 mg/kg and atropine 0.025 mg/kg, the patient was extubated in the supine position. The patient then coughed and was noticed to have clear, pale yellow fluid in the oropharynx. Auscultation of the chest revealed bilateral rales. The aspirate from tracheal suction after the patient was re-intubated was at first watery, very copious and pale yellow. The pH of the tracheal aspirate was not measured. Chest X-ray was consistent with aspiration of gastric content (presumably the normal saline of the flush of the choledochoscope). The pulmonary wedge pressure was not measured. The nasogastric tube drained 600 ml in the next four hours.
After a stormy course due to a combination of adult respiratory distress syndrome, cholangitis and pancreatitis the patient eventually recovered.
DISCUSSION
Since this case we have requested the surgeons to manually position the end of the nasogastric tube in the second part of the duodenum at the region of the ampulla when choledochoscopy is performed. Continuous suction on the nasogastric tube thus positioned has more effectively removed fluid flushed through the choledochoscope. This was illustrated in another case in which one litre of normal saline was used as a flush and aspiration of a nasogastric tube positioned in the stomach yielded only 10-20 ml of gastric content but after the nasogastric tube was advanced by the surgeon into the duodenum at the end of the choledochoscopy a further 250 ml were suddenly recovered. There was no postoperative respiratory difficulty in this case.
As there was no indication of aspiration of gastric content at induction of the first case we believe that the infusion of the large volume of normal saline via the choledochoscope was a major contributing factor in this case of aspiration of gastric content which occurred despite apparently adequate gastric suction. Placement by the surgeon of the nasogastric tube in the second part of the duodenum with continuous suction is recommended when large volumes are flushed into the common bile duct. It is assumed that the tube is withdrawn into the stomach at the end of the operation, and again aspirated. We feel this manoeuvre should be adopted in addition to the individual anaesthetist's usual method of avoiding aspiration.
